is urgent laparotomy and splenectomy (4). Splenic embolization and conservative treatment are also possible in selected cases.
Male of 67 years of age with a history of ischemic heart disease and bypass graft aorto-biliac currently being treated with clopidogrel, atenolol, isosorbide mononitrate, and statins, who underwent colonoscopy because of general syndrome and anemia. A colonoscopy was performed with sedation medication administered (midazolam 4 mg and fentanyl 0.05 mg) and without complications to report, showing only internal hemorrhoids. Two hours later and after ensuring full recovery, the patient was discharged. Eight hours after the discharge, the patient experienced abdominal pain and sixteen hours later the patient suffered a presyncope episode and was transferred to an emergency department. A blood analysis showed that the patient presented anemia (9.5 g/dL hemoglobin) and an abdominal CT scan ( Fig. 1 ) displayed a subcapsular hematoma of the spleen that was over 10 cm with active bleeding and hemoperitoneum. As the patient presents hemodynamic instability an emergency laparotomy with splenectomy and ligation of vessels was performed. Presence of 2 liter hemoperitoneum without intestinal perforation was confirmed during surgery. After the operation the patient made a satisfactory recovery and was discharged seven days later.
Discussion
Colonoscopies are a safe and routinely performed diagnostic and therapeutic procedure for different colorectal diseases, and most common complications include bleeding (1%) and perforation (0.1-0.2%) (1). Splenic rupture is a rare complication with less than eighty cases reported in the literature. With the increased number of colonoscopies, with particular reference to screening colorectal cancer, we must take into account that complications are rare but potentially fatal, and as the present case, that is characterized by abdominal pain left upper quadrant or scapula, progressive anemia and hypovolemic shock. Symptomatology typically begins in the first twenty four hours, but there are cases deferred until ten days. It is necessary a high index of suspicion to establish the diagnosis and CT scan is the indicated test. The main etiopathogenic factor postulated is the excessive traction on the spleno-colic ligament (2) in patients with previous abdominal surgery, and a way to minimize this complication could be to place the patient in left lateral decubitus when you go through the splenic flexure, because so spleen and flexure splenic do lower and it can decrease the traction on the adhesions (3). The treatment of choice 
